MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _H63;032512* T
DEPARATMENT OF PUGLIC HEALTH AND WELFARE L : =

DO NOT WRITE AMENDED Registration District No. - —--;—%n‘marv Registration District No. _d_.P_ﬂ_,..._-.__aggimu'; No: _
ON THIE STUR o T 0 T R MOV WO -
i. PLACE OF DEATR' ~— = vV Z. USUAL RESIDENCE (Whera decessed lived. If Institution: Residence before

a. COUNTY JaCkBOD County : a. STATE Ho. b. COUNleckBon edmission)
b. CITY (If outside corporate:limits, give . TOWNSHIP only) Length of may in 1b ¢. CITY

STATE FILE NUMBER

V$ 300
Rév. 4/59

Inside Limits

S Kansas City, Mo, 8 years| wKansas City Yes ( Ne D)

c. FULL NAME OF (If NOT in hospiral, give location) Insida Limit d. STREEY i i
FULL NAME O nsida Limits Fol (If cutside, give location) Revide on Farm

stitition General Hospital YarX) Ne[3 .. 802 Paseoc Ya D No§g
3. NAME OF DECEASED Firs?v Middla Last 4. DATE Month Day Year
moem Tloyd |~ Harlen Williamson | ofm 8 - 2L - &3

5. S : 6. COLORORRACE | 7. Mamied I Never Married [3 [B. DATE OF BIRTHy @ |AOE (et birthday) [ I UNDER T YEAR ¥ UNDER 34 HR
Male White Widowad [ Oivorced X | ] () bk g1 Months | Days | Hours | Min.

104, USUAL OCCUPATION [Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state of country} | 12. CITIZEN OF WHAT COUNTRY

ﬂfagcljnn of !r.a:ing life, aven if retired) Auto St . 018,11' co ’Mo. U. S‘A.

13a. FATHER'S NAME 135. MOTHER'S MAIDEN NANE 14, NAME OF AUSBAND OR WIFE

Johm T, Willigmaon Frances L,. Ables X X

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17.. INFORMANT Address

{Yes, nwrounk.n.cl:wnll {I¥ yes; give war or dates of servid MJ.‘S . Ella. Hae Sandel'ﬂ , K. c o Mo.

18. CAUSE OF DEATH {Enter only one cauze per line INTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY:; ONSET. AND DEATH

IMMEDIATE-CAUsE () ‘Gerebral Thrombosis

DATE AMENDED

.-1”
B

N

»
A

N\

B

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

DOCUMENT

Conditicns, if any,- DUE TC (b)
which gave rise to
above - cause  (a),.
stating the. under-
lying  causa last. DUE TO ()

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1, 1f deceassd war fomale was
divesss condition given in PART | {a)} . 1. there a pregnancy in laxst 90 days.

IDYn l O No [ 3 Unknown
19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.} .
O (] -

PERFORMED
YES O NO

20c. TIME OF Houl Month, Day, Year
INJURY a.m.

-
W

p.m.

. RY CURRED 20e. PLACE OF INJURY {e.g., in or about homae, | 20f, CITY, TOWN, OR LOCATION COUNTY
2 wl-':ﬂf ﬂcT’CWORK " farm, factory, streat, office bidg., efc.)

NOT WHILE AT w%‘nx [m} 7 _ o
1Z2: 15 0-2h=03 . (315 8=-24-563 he B=20-63

and last saw hir:1 alive on

MEDICAL CERTIFICATION

21. I attended the deceased from.”
7215

A m on tha dote stated above, and fo the best of my knowledge, from the tauses stated.
o — | 2. AD B <. DATE SIGNED
(Degree E:;Tg_z_, 5400 Cherry Street =3y

T3a. BURIAL, CREMAT} 23b. DATE 730 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cily, town, of county) TState)

oLt | g _5)_1963 | Harmony St. Clair, Co.

. FUNERAL DIRECTOR ADDRESS 75. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S S5IGNATURE .
Wagner Puneral Home, K. C. Mo, £ 2 Y.-63 (Beaair é,“ﬁ

o (LT i ‘s & t on Reverse Side)

USE BLACK INK
OR
TYPEWRITER RIBBON

- SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STA'I’EMENI’ BY I.ICENSED EMBAI.MER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

Si.gned %b‘;,;& / 10, /z/ﬂM/M/M

: - ‘ ~ Licensed Embalmer No é[/cf——?
. - . P. Q. Address @)/ % %ﬁ

or by

working under my personal supervision.

Student,

Signature of Student Embalmer

-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hus OWN HANDWRITING (Failure to comply

with the above constitutes grounds for revocation of license),
If embatméd by a STUDENT, he also shall sign in-his OWN handwrmng
If this body is not embalmed, fact, should be so stated above.




